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Letters to
the Editor
Muscle Interposition
in Patients with Fistulas
Between the Rectum
and Urethra or Vagina
To the Editor—We have read with great interest the
article by Zmora et al.
1 concerning gracilis muscle
interposition for surgical repair of a rectovaginal or
rectourethral fistula. In the past, several techniques
have been described for the treatment of these
fistulas, often with rather disappointing results. It
has been suggested that interposition of healthy,
well-vascularized tissue may be the key to rectovag-
inal fistula healing. Zmora et al.
1 performed gracilis
muscle interposition in nine patients with a rectova-
ginal or rectourethral fistula. All patients underwent
fecal diversion before or at the time of the procedure.
In seven patients, the fistula healed after gracilis
muscle interposition at a median follow-up time of
14 months after stoma closure. In a recent study
2
conducted in our institution, we encountered a rather
disappointing low overall healing rate of 62 percent
in 26 females who underwent puborectal sling inter-
position for the treatment of their rectovaginal fistula.
The median duration of follow-up was 14 months. In
all but one patient this procedure was performed
without covering ileostomy.
The question is whether such a covering ileostomy
should be created in all patients undergoing recto-
vaginal fistula repair. It has been reported that a
successful outcome can be achieved without the use
of a protecting stoma.
3–5 It is difficult to determine
whether fecal diversion ameliorates the outcome,
because fecal diversion often is used in the most
difficult cases. Another aspect of muscle interposition
is the risk of postoperative dyspareunia. In our study,
57 percent of the females without painful intercourse
before the operation reported painful intercourse
after the procedure. It is not clear whether Zmora
et al.
1 encountered this side effect of muscle inter-
position. Because postoperative dyspareunia has a
substantial influence on quality of life, more studies
are warranted to investigate the incidence of dys-
pareunia after muscle interposition.
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To the Editor—We suggest that a diverting stoma
should accompany gracilis muscle interposition for
repair of fistulas as described.
1 Gorenstein and
colleagues
2 performed a diverting loop ileostomy
simultaneously with the flap procedure for repair of
rectovaginal fistulas after restorative proctocolec-
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548tomy. The ileostomy was closed in all patients at
three months after examination under anesthesia
demonstrated complete healing of the fistula. Zmora
et al.
3 reported success rates of 83 percent. Fecal
diversion was performed before performing the
gracilis transposition for repair of iatrogenic rectoure-
thral fistulas, usually by a laparoscopic approach.
Moreover, even for other repair techniques success
rates are high when performing fecal diversion. Sher
et al.
4 reported a success rate of 93 percent for the
repair of rectovaginal fistulas in patients with Crohn_s
disease, by a transvaginal approach. Studies report-
ing highly successful results when fecal diversion
was not performed refer to simple or noninflamma-
tory fistulas.
5–7
Unfortunately, we could not assess the risk of
postoperative dyspareunia after repair of rectovagi-
nal fistulas by using the gracilis flap technique in our
patients.
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